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The findings and conclusions of any investigation

by the Health Division shall not be construed as

prohibiting any criminal or civil investigations,

actions or other claims for relief that may be

available to any party under applicable federal,

state, or local laws.

This Statement of Deficiencies was generated as (

a result of an annual State Licensure survey
conducted at your facility on 4/22/09. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The facility was licensed for eight Residential
Facility for Group beds for elderly and disabied

person and/or persons with mental illness, R ECE IVED
Category Il residents. The census at the time of

the survey was eight. Eight resident files were MAY 0 & 2009
reviewed and three employee files were .
reviewed. One discharged resident file was m“mmﬁs&m&mm“m

reviewed. The facility received a grade of A.

The following deficiencies were identified:
Y 923 | 449.2748(3)(b) Medication Container ves | W €Asg worker vais
o et nefiied oF the
N et ncin, wibou iniain, urvor i b e du-
cpplement musthe: o o vy oF wedicetion of
gt:’)nliz::;tt;r:;g) original container until it is @LQ\ (,(U/\‘t iﬁ _7 5%0"* I 6{
e nandad

(C ot ) aagd

if deficiencies are cited, an approved plan of comection is requisite to continued program participation. UER
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failed to keep medications belonging to 1 of 8
residents in their original container. Once a . “
week, eight of eleven prescribed medications }f “ Wﬂﬁh m“'l[)m U-\ C
were placed in a medication minder tray by an

external agency to be administered to the \/Q,(’jji\) L&k :FV'()W[ “Ze Mam_

resident at the facility (Resident #7).
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Severity: 2 Scope: 1

i deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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